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Between 1986 and 1992, 100 cases of HTLV-I associated myelopathy and 44 cases of adult T cell leukaemia/ lymphoma were diagnosed in the United Kingdom. 3 Adult T cell leukaemia/lymphoma was first described in 1977 and patients with it have a mean life expectancy of only six months, so most of the 44 cases were probably incident cases. However, HTLV-I associated myelopathy causes prolonged morbidity and was not recognised as a clinical entity until 1985; thus the 1986-92 data may include many prevalent cases. We therefore sought to determine the incidence of HTLV-I/II related diseases in England and Wales since 1992.
Methods and results
A serological diagnosis of HTLV-I infection is essential for the diagnosis of related disease, and case ascertainment was therefore based on a review of requests made to two national reference laboratories. Samples repeatedly reactive in screening assays were further examined for HTLV-I and II type specific antibodies by Western blot (GeneLabs HTLV 2.3/2.4, Singapore) or Select-HTLV (Biochem ImmunoSystems, Montreal) . Clinical data on HTLV-I/II infected subjects first tested in 1993-7 inclusive were collected from referral forms, with additional medical details being requested from the referring centres as appropriate.
Subjects who were seropositive for HTLV-I were classified as having adult T cell leukaemia/lymphoma if this or lymphoma with hypercalcaemia was documented. All other cases of lymphoma were classified as "other lymphoma." Similarly, subjects who were seropositive for HTLV-I were classified as having HTLV-I associated myelopathy if this or myelopathy or "?MS[multiple sclerosis]" or signs and symptoms consistent with myelopathy were documented. All other cases were classified as "other neurology." Of 3900 subjects tested, 264 were seropositive for HTLV-I or HTLV-II, of whom 220 were symptomatic (table). Of the 110 HTLV-I seropositive subjects, 94 (85%) were of Afro-Caribbean origin; 174 (66%) of the subjects seropositive for HTLV-I or HTLV-II presented in London. The female:male ratio was 2:1 for adult T cell leukaemia/lymphoma (mean age 52 (range 26-71)) and 3:1 for HTLV-I associated myelopathy (mean age 56 (28-83)).
About one million people living in England and Wales originate from areas where HTLV-I is endemic (1991 census) . 4 Using seroprevalence rates applicable to region of birth for those who were born outside the United Kingdom and the seroprevalence among women of different ethnic groups attending antenatal clinics in London, we estimate that 22 500 people of Caribbean or African origin living in England and Wales are infected with HTLV-I.
Comment
Assuming 22 500 HTLV-I infected people and a lifetime risk of 1-5%, 1 the number of cases of adult T cell leukaemia/lymphoma observed each year (10) falls within the expected range (4-22). Conversely, if the lifetime risk of developing HTLV-I associated myelopathy is 0.25% 2 only one new case a year would be expected in England and Wales, whereas there was an annual incidence of 12 new diagnoses, with no significant trend since 1992. This suggests either that the lifetime risk of myelopathy among HTLV-I infected people in the United Kingdom is about 3% and not 0.25% or that HTLV-I infection is more widespread in the population than we estimate.
These data have important implications for cost efficacy studies of interventions to prevent HTLV-I transmission in Europe (for example, antenatal or blood donor screening) as until now analysts have mainly relied on Japanese data.
5 Furthermore, the possibility of other HTLV-I associated conditions (uveitis, arthritis, alveolitis) seems to be rarely considered by clinicians.
We thank colleagues in the Hepatitis and Retrovirus Laboratory, Central Public Health Laboratory; Peter Luton and colleagues in the Diagnostic Section, Department of Virology, University College Hospital, London; and colleagues in the regional laboratories of the Public Health Laboratory Services for their help Known HTLV-I infections by year and diagnosis in England and Wales, 1993- Bullying is still prevalent in schools and is clearly stressful for victims. 1 2 It may also have undesirable consequences for bullies, with antisocial behaviour persisting into adulthood. Victims are generally reported to be weaker than the bullies.
2 3 This would suggest that very short pupils are more likely to be victims and less likely to be the aggressors. The Wessex growth study allowed us to examine the prevalence of bullying, as experienced or perpetrated by pupils of different heights.
Subjects, methods, and results
Ninety two short normal adolescents who had been below the third centile for height at school entry 4 and 117 controls matched for age and sex completed a bullying questionnaire, derived from work by Whitney and Smith.
5 There were no refusals or any significant differences in sex or social class between the groups. Mean age (range) was 14.7 (13.4-15.7) years. Mean height SD scores were: short pupils -1.90 (-3.53 to -0.01), controls 0.31 (-1.41 to 2.15). Additional data on bullying, collected the previous year, were available from teachers' written reports and parental interviews.
The table summarises the data. More short pupils than controls claimed to have been bullied at some time in secondary school. This difference remained significant after logistic regression controlled for social class. Short boys were more than twice as likely as control boys to be victims and much more likely than control boys to say that bullying upset them. Significantly more short pupils than controls said that bullying had started in junior school. Short pupils had as many good friends as did controls (72/92 (78%) v 95/117 (81%)), but significantly more spent break time alone at least once a week (9/92 (10%) v 2/117 (2%), P = 0.032). In many cases bullying had stopped, but significantly more short pupils than controls, regardless of sex, reported current bullying.
Teachers also reported that significantly more short pupils than controls were victims of bullying. Parents reported more bullying, generally, than either teachers or pupils, and parents of controls were as likely as parents of short children to say that their children were bullied. According to teachers, bullies were to be found in both height groups, but whereas significantly fewer control girls than control boys were bullies, short girls were as likely to be bullies as both short and control boys.
Comment
This report suggests that short children are more likely to be bullied than their taller peers. More short pupils also report a degree of social isolation-the result, or possibly even the cause, of their victimisation. These data are important since the Wessex growth study has previously found few significant psychosocial prob- 
